Keywords Pneumomastia · Emphysema · Breast · Bronchopleural fistula · Thoracotomy Summary Background: Pneumomastia is air within the breast parenchyma. A number of causes have been reported for this condition. This case report describes a new cause and details of the management strategy applied, together with a review of the literature. Case Report: We describe a case of acute breast swelling in a 40-year-old woman and its subsequent successful conservative management. Conclusion: Bronchopleural fistula after thoracotomy is a risk, and can cause pneumomastia. This is more likely to occur after redo thoracic surgery. Pneumomastia after repeat thoracotomy can be managed conservatively, even in the presence of a bronchopleural fistula.
We describe a case of acute breast swelling in a 40-year-old woman and its subsequent successful conservative management. Conclusion: Bronchopleural fistula after thoracotomy is a risk, and can cause pneumomastia. This is more likely to occur after redo thoracic surgery. Pneumomastia after repeat thoracotomy can be managed conservatively, even in the presence of a bronchopleural fistula.
Introduction
Breast swelling or asymmetry is a fairly typical presentation in many breast clinics. However, it rarely presents acutely, and there are a number of important causes. The following report describes one such case, detailing the case and its subsequent successful conservative management, as well as exploring the literature regarding the clinical problem.
Case Report
A 40-year-old female presented to Accident and Emergency on 23 January 2012 with 24 h of dramatic, painless right breast swelling. A nonsmoker, she had been in good health until rheumatic fever had caused mitral valve destruction in her mid-30s, necessitating a mitral valve repair. This failed some years later, with recurrent regurgitation causing cardiac failure. On 9 January 2012 she underwent a revision of her mitral valve surgery, with a repeat median sternotomy and insertion of a metallic mitral valve at a tertiary centre outside of the region. Postoperative medications included amiodarone and, notably, warfarin. The presentation to Accident and Emergency was 14 days postoperatively, without shortness of breath or bruising. After initial examination by the emergency physician, she was referred for 'further management of likely breast haematoma'. However, when examined by the surgical registrar, surgical emphysema was readily palpable, respiratory examination was normal in a well-looking patient, and the international normalized ratio (INR) was in-range. A chest X-ray and computed tomography scan were performed. After consulting with the cardio-thoracic unit that had implanted the heart valve, the patient was transferred there for observation, but was discharged after a total period of 1 week as the swelling gradually began to resolve with oxygen therapy.
Pneumomastia: Case Report 219 fection [6] , oesophageal perforation, and pneumothorax can also cause pneumomastia, but usually cause abnormalities on examination). In this case there was a bronchopleural fistula which would have provided a continuous source of air to fill the breast. However, despite the presence of this fistula 'feeding' the crepitus, conservative management of pneumomastia was still successful. To the authors knowledge this is the first reported case of pneumomastia caused by a bronchopleural fistula.
In conclusion, clinicians need to be mindful of this pathology, and careful clinical examination by a surgeon is recommended should such a case be encountered. Had the emergency physician attempted either needle centesis or drainage in the emergency department in this case, creation of an open pneumothorax or bronchocutaneous fistula would have been possible, with conservative management more likely to fail subsequently. Exclusion of pneumothorax and oesophageal perforation prior to commencing conservative therapy is the key to safe conservative management, which can succeed even in the presence of a bronchopleural fistula. This and other reports have shown pneumomastia to be more likely following redo thoracic surgery [3] , so care should be taken upon entering the thorax for a second time.
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Discussion
The cases of pneumomastia that have been previously described [1] [2] [3] [4] [5] have mostly been due to a transient, iatrogenic cause such as direct instrumentation of the breast during surgery, mechanical ventilation, thoracic surgery, or spread of emphysema from laparoscopic insufflation, in the absence of an underlying continuous driving pathology (necrotising in-
